Liver abscess caused by a fish bone
A 65-year-old female patient presented to the Accident and Emergency department with complaint of fever for a week. The fever was on and off and was associated with cough and sputum. She also complained of nonspecific abdominal pain. But there were no other significant bowel nor urinary symptoms. Her past medical history was only remarkable for hypertension for which she was taking atenolol and indapamide regularly.
Examination found that she was febrile with an oral temperature of 39°C. She was not tachypnoeic but chest auscultation revealed crepitations over both lower zones. The SpO 2 was only 89% on room air. Oxygen was given via nasal cannula at 2 L/min which improved the oxygen saturation to about 95%. Mild epigastric tenderness was elicited on abdominal examination. Examination of the rest of the abdomen, however, was normal. Examination of the cardiovascular and neurological system was non-contributory either. The chest X-ray showed bilateral lower zone haziness. (Figure 1 ) She was admitted to the medical team with a provisional diagnosis of chest infection. With the persistence of fever despite the intravenous antibiotic, and the epigastric tenderness and deranged liver function, intraabdominal sepsis was suspected. CT scan of the abdomen was performed on the second day of admission. The radiologist reported that a foreign body was found in the first part of duodenum and had probably perforated the bowel wall leading to the formation of a liver abscess. Laparotomy was Figure 1 . Chest X-ray taken on admission which showed bilateral lower zone haziness. done on the same day. A 3.5 cm long fish bone was found perforating the gastric antrum. Local abscess formation which ruptured into the liver was noted. During the operation, the fish bone was removed and the abscess drained. The clinical course after the surgery was smooth and she was discharged on day 7 post-operatively. On review, patient could not recall any incident of foreign body ingestion. The microbiological study of the pus grew streptococcus milleri.
Discussion
Foreign body ingestion, especially that of fish bone, is a common clinical problem to the Accident and Emergency department.
1,2 Most patients who have ingested a foreign body would have an uncomplicated course. However, if the foreign body ingested is a fish bone, the chance of developing a complication may be higher. 3 The majority of fish bones that cause symptoms are lodged proximal to the oesophagus. 4 Once the fish bone passes through the oesophagus and pass below the level of diaphragm, the possible sites of lodgment and thus perforation include the pylorus, the duodenum, the duodenojejunal junction, the ileocecal region or any sites of congenital anomalies. 5 Obviously, the commonest site of perforation is the oesophagus. The chance of perforation is higher in cases of delayed presentation and in the older age group. 3 However, complications developing at sites below the oesophagus is rather unusual (<1%). 6, 7 Of all the possible complications, retropharyngeal abscess is the most common. 3 But the presentations following perforation can be variable. For instance, pancreatitis, appendicitis and liver abscess have been reported. [8] [9] [10] For this case, it is unusual in that the initial presentation was that of a chest infection. The presenting clinical features and the chest X-ray findings all suggested such diagnosis. Even though the diagnosis of liver abscess was made after admission, the clinical clues that prompted further investigations were quite non-specific and arriving at the correct diagnosis was delayed. This illustrates the importance of maintaining good clinical acumen in managing patients like these in the A&E department. Their presentations are often non-specific and seemingly benign.
Finding a fish bone as the cause of liver abscess is also unexpected. In cases like this when the presentation is delayed, rarely can patients recall a history of foreign body ingestion. 11 In the A&E setting, after the initial clinical assessment, the first investigation would be a plain X-ray. Unless the foreign body is sufficiently large or radio-opaque, it is difficult to visualize on the X-ray. An in vitro study on the capability of plain radiography to detect fish bones in human soft tissues showed that its sensitivity and specificity were 39% and 72% respectively. 12 Therefore a negative film cannot rule out the diagnosis of fish bone ingestion. Plain X-ray, nevertheless, still plays a role in detecting complications as evidenced by soft tissue swelling and perivertebral gas. If it is positive, it guides the endoscopist in retrieving the foreign body.
Fibreoptic endoscopy has almost replaced rigid pharyngo-oesophagoscopy in the management of patients with foreign body ingestion. Fibreoptic endoscopy is safe and effective in retrieving foreign bodies. 4 The procedure has been recommended for selective cases only in a local study done in 1990. 2 The reasons were that in most cases the lodgment of fish bone was not proven and over half of them required just an oral examination for removal. Given the potentially serious complication of a retained foreign body, however, it is probably indicated for all patients with a history of foreign body ingestion to have fibreoptic endoscopy following a negative oral examination regardless of the result of plain radiography.
